Objective: Urgent psychiatric services can provide timely access to ambulatory psychiatric assessment and short-term treatment for patients experiencing a mental health crisis or risk of rapid deterioration requiring hospitalization, yet little is known about how best to organize mental health service delivery for this population. Our scoping review was conducted to identify knowledge gaps and inform program development and quality improvement.
Abbreviations

Clinical Implications
• Urgent psychiatric services may address gaps in continuity of care between acute and ambulatory care services.
• These programs have the potential to reduce avoidable acute care use.
• Further research is needed to establish best practices or standards for urgent care programs and assess outcomes and costs.
Limitations
• The lack of a consistent definition and nomenclature for urgent psychiatric services may affect the comprehensiveness of our literature search.
• Existing program evaluations lack methodological rigour and thus preclude causal inferences regarding program effectiveness.
• The review is limited to the published literature.
P eople experiencing mental illness often have difficulties accessing timely ambulatory mental health care and this may contribute to overreliance on the ED for nonemergency problems. [1] [2] [3] [4] [5] [6] [7] Further, problems with access to outpatient services, and with coordination and continuity of care after use of acute health care service (for example, ED and inpatient hospitalization), contribute to poor clinical outcomes and further acute health service use. 4, 8, 9 These gaps in care represent an overall failure of the health care system to efficiently, seamlessly, and appropriately care for patients.
Urgent psychiatric services provide rapid access to psychiatric assessment and short-term treatment in an outpatient setting for patients with acute mental health needs. 10 As an intermediate level of care between community-based services and acute care (for example, ED or inpatient) services, urgent psychiatric care programs may serve the dual roles of prevention of escalation of an urgent situation to an emergency situation, and ongoing assessment and stabilization during a period of sustained urgency after an ED visit or inpatient admission. Regarding the former, the CPA recommends that patients experiencing "clinical conditions that are unstable, with the potential to deteriorate quickly and result in emergency admission" 11, p 2 should wait no more than 2 weeks to access psychiatric services after referral from a family physician. Regarding the latter, the APA Task Force on Psychiatric Emergency Services notes that urgent psychiatric services can mitigate the risks associated with diverting patients who visit the ED from admission. 12 For people who do not require immediate intervention, urgent care may be more cost-effective than the ED, more capable of providing continuing stabilization, and more likely to ensure that patients are connected to ongoing care as appropriate in the community. 12 A growing body of literature describes effective outpatient interventions for specific populations of high-need psychiatric patients, such as frequent ED users 13 or discharged psychiatric inpatients. 14 However, in reality, many urgent care programs serve heterogeneous populations from multiple referral sources, raising the question of how such programs should be organized to deliver high-quality interventions. Crisis-oriented ambulatory mental health services may meet a need for rapid access to high-intensity services, but these models of care, and their outcomes, are infrequently reported in the literature, leaving a gap regarding evidence-based best practices or standards. We conducted a scoping review of the literature on models of care for urgent psychiatric care programs to guide program development, quality improvement, and program evaluation, and to identify further scholarly work that is needed to develop this field.
Methods
We identified programs designed to provide rapid access to psychiatric assessment in an outpatient setting, whether accompanied by treatment or not, and described the structures, processes, and outcomes of these programs.
Search Strategy
We searched the databases MEDLINE, PsycINFO, CINAHL, Embase, and EBM Reviews (including the Cochrane Library) for English-language articles published from January 1993 to June 2014. We used a combination of key words and subject headings for 3 main search themes: urgent, psychiatric, and service. For urgent and psychiatric, we included the following key words: acute, urgent, crisis, les études rapportaient des améliorations de la gravité des symptômes, de la détresse, du fonctionnement psychologique, de la qualité de vie liée à la santé mentale, du bien-être subjectif, et de la satisfaction à l'égard des soins, ainsi que des temps d'attente réduits pour les soins ambulatoires post-département d'urgence (DU), et des visites et admissions évitées au DU. Les services psychiatriques d'urgence peuvent être une part importante du continuum  des services de santé mentale. Il faut plus de recherche pour clarifier leur rôle, établir des normes ou  des pratiques exemplaires, et évaluer les résultats à l'aide de méthodologies rigoureuses. crises, mental*, and psychiatr* and the subject headings: emergency services psychiatric, psychiatric emergencies, mental patient, and psychiatric patients. For service, we included the following key words: care, service*, clinic*, healthcare, health care, triage, outpatient*, ambulatory, referral*, consult*, centre*, center*, and program, and we excluded the subject headings: inpatient and hospitalization.
Conclusions :
All articles were screened by a single reviewer. If the inclusion or exclusion of an article required difficult judgment at either the title and abstract screening stage or the full-text article screening stage, 2 reviewers screened and discussed the article. Reverse and forward citations were reviewed for articles included after full-text screening, using reference lists and Google Scholar.
Inclusion and Exclusion Criteria
We included published studies and articles that described a specific program that met the following criteria, regardless of study design or outcomes reported: designed to provide rapid access to psychiatric assessment in an outpatient setting, that is, within 2 weeks of referral from hospital, primary care, or community, or self-referral; providing only assessment or both assessment and treatment; staffed by physicians and (or) other mental health clinicians (for example, nursing, psychology, or social work); based in hospital or community settings; and caring for either pediatric or adult populations.
We excluded programs that were designed to provide unscheduled intervention in the ED (that is, emergency services) or to provide intervention within more than 2 weeks of referral (that is, nonurgent services). We also excluded outpatient programs that relied heavily on hospitalization, residential care, or home treatment teams.
These criteria were developed iteratively, based on increasing familiarity with the literature. 15
Data Analysis
We extracted data according to Donabedian's framework for quality of care, whereby health care delivery can be described in terms of the structure, processes, and outcomes of care. 16 Structures represent the conditions under which health care is provided, including program parameters, staffing, and funding. Processes of care entail provider and program activities, such as triage, wait times, treatments, and referrals. Outcomes are changes in people and populations that are attributable to health care, including individual and health system outcomes.
Results
Database searches yielded 1384 unique records, and forward searching and a review of reference lists yielded an additional 43 records. After screening 1427 titles and abstracts and reviewing 70 full-text articles, 16 articles were included in our reference list ( Figure 1 ). The 16 articles described 10 unique urgent psychiatric care programs, of which 7 were hospital-based and 5 were Canadian (Table 1) . Table 2 summarizes key aspects of structure and process and Table 3 summarizes outcomes, where reported, for the 10 programs identified, with further details described in the text.
Structural Aspects of Urgent Psychiatric Care
Patient Population and Referral Sources
The target populations for the 10 programs were diagnostically heterogeneous populations characterized by their inability to safely await routine ambulatory care, for example owing to acute risk of suicide, self-harm, or clinical deterioration requiring hospitalization. Only one program limited referrals to patients with suicidality only. 17, 18 Hospital-based programs most commonly accepted referrals for patients assessed in the ED or PES who were not admitted to hospital, and patients discharged from inpatient psychiatry who had no community psychiatric follow-up. 10 Therefore, appraisal of risk for these programs considered not only the clinical presentation but also the gaps in the mental health care system that render people in crisis vulnerable to continuing high levels of distress and adverse outcomes. In contrast to the 3 community-based programs, only 1 hospital-based program additionally accepted referrals from primary care and other community settings. 19
Physical and Organizational Configuration
Hospital-based urgent psychiatric care programs were all located within the hospital's outpatient mental health service, with the exceptions of the Interim Crisis Clinic in New York City, 20 based in a comprehensive PES, and the MHNP Outpatient Service in Sydney, 21 based in the hospital ED. Community-based programs were located within general or mental health-specific community health centres. [22] [23] [24] Staffing Programs were typically staffed by health care providers from several disciplines (for example, psychiatrists, nurses, psychologists, and [or] social workers). The rationale for a multidisciplinary approach was rarely explicitly stated; however, it may be intended to expand the volume of patients who could be seen (for example, through joint assessment, either in a single appointment or asynchronously) and (or) to expand the comprehensiveness of services (for example, psychotherapies). 10, 22, 23 Few programs specifically described how providers of different disciplines interfaced in the care of patients. Thus it is unclear whether care was truly interprofessional and teambased (as opposed to multidisciplinary), how roles were defined and negotiated, how communication occurred, and how clinical deterioration and (or) risks were handled. Scope of practice appeared to be a common concern, particularly in the nursing literature. 22 Randomized controlled trial • No statistically or clinically significant differences were observed at 6 months for functioning (Children's Global Assessment Scale), suicidality (Spectrum of Suicidal Behavior Scale), or the number of suicide attempts and deaths.
• Initial hospitalization rate was 11% for intervention, compared with 40% for usual care group (P < 0.001).
• Cumulative hospitalization days at 6 months was 5.4 days for intervention, compared with 5.5 days for usual care (P = 0.97).
• Cost of care were $1186 lower (P = 0.11) from the study hospital perspective and $991 lower (P = 0.67) from the provincial health system perspective for intervention group.
Rapid Response Model 19
Interrupted time series • Decreased nighttime emergency consultations and inpatient admissions and increased daytime consultations and daytime admissions were associated with the introduction of the Rapid Response Model.
• Based on changes in the average length of stay, it was inferred that the case mix for inpatient admissions was more appropriate with the introduction of the Rapid Response Model.
Urgent Consultation Clinic 10
Pre Post-only, no control group • Emergency department (ED) and psychiatric emergency services staff reported they refer patients who they would otherwise admit to the hospital.
Pediatric Crisis Clinic 29, 30 Post-only, no control group • Self-reported rate of ED re-visitation at 4 to 12 months post-visit was 20%.
• Most parents (80.4%) reported satisfaction with the services provided; satisfaction was associated with the time between referral and consultation, the appointment length, the amount of psychoeducation, and the perceived degree of listening.
ED-based Mental Health
Nurse Practitioner Outpatient Service 21, 26, 27, 31, 32 Pre-post, no control group • An 8-point improvement from very high-to-moderate for patient-reported measure of psychological distress (K-10 scale; P = 0.001), from baseline to 1-month post-last visit. • A 1.5-point improvement for patient-reported measure of self-efficacy (General Self-Efficacy Scale; P = 0.04), from baseline to 1-month post-last visit.
Interim Crisis Clinic 20
Post-only, no control group • Fifty-five per cent of patients who attended at least 1 visit were successfully connected to outpatient care or no longer needed services.
• Ten per cent were admitted to a higher level of care and 35% were noncompliant with clinical recommendations or refused services.
Mental Health Urgent Care Service 22
Post-only, no control group • A 2.4-point improvement for patient-reported measure of distress (P < 0.001) from admission to discharge.
• If the urgent service was not available, 39% of patients reported that they would have gone to an acute care hospital.
Quick Response Team 24
Post-only, no control group • Forty-five per cent of referrals were accepted into the mental health team's caseload.
• Fifty-five per cent of referrals received an assessment or advice only and (or) were referred to other services.
Urgent Assessment Service 23
Post-only, no control group • During the study period 75% of patients who were assessed were offered follow-up for an average of 3 visits.
• At final visit, 75% of patients who were assessed during the study period were referred back to their family doctor.
• Sixteen per cent were referred to a psychiatric outpatient clinic, 4% were admitted to a higher level of care, and 5% were not yet discharged. 
Processes of Urgent Psychiatric Care
Response Time
Most hospital-based programs aimed to see patients for their first appointment within 7 days (range 2 to 10 days), as did the 1 community-based program that had a similar model of assessment and brief treatment. 23 Three programs reported actual wait times for first appointments, which were 2 to 3 days longer than their target wait times and ranged from 6 to 12 days. 10, 17, 27 One community program was a walk-in service 22 and 1 community program provided triage only. 24
Triage
In most programs, a nurse triaged patients in person and (or) over the telephone.
Treatment
Some crisis-oriented mental health services may be designed to provide rapid evaluation and referral, and others may aim to provide brief treatment in the least restrictive setting possible, as part of a continuum of care. 28 Four urgent psychiatric care programs provided a single visit for assessment and referral, 19, 22, 24, 29, 30 in keeping with the former model. The 6 other urgent psychiatric care programs were consistent with the latter model, providing assessment and a brief episode of care, with a limited number of visits (up to 6 or 8 visits 10, 20, 25 ) or time period (up to 3 months 10 ).
For those programs providing brief episodes of care, objectives of treatment included continuing assessment beyond the cross-sectional view afforded in the ED (for example, risk assessment, needs assessment, and diagnostic clarification), safety planning, addressing the immediate precipitants of the crisis, building skills for coping, distress tolerance, and self-care, strengthening support networks in the community, and transitioning to either crisis resolution or to ongoing formal care. In most programs, treatment approaches were pragmatic and flexible, rather than diagnosis-based or preordained. 10, 17, 20, 23, 25, 26 Clinician activities commonly included patient and (or) family psychoeducation, 20, 21, 26, 27, 31, 32 brief psychotherapy 10, 17, 18, [20] [21] [22] [23] [25] [26] [27] 31, 32 (cognitive, behavioural, dynamic, mindfulness, solution-focused, or supportive), initiation or adjustment of pharmacotherapy, 10, 17, 18, 20, 22, 23, 25 and referrals to community supports or professional care. 10, 17, 18, [20] [21] [22] [23] [25] [26] [27] 31, 32 Coordination and Continuity of Care Continuity of care can be conceptualized as patients "experiencing care over time as coherent and linked," 33, p i and may rest on the continuity of therapeutic relationships, the accumulation, transfer, and use of knowledge about patients in their care, and a smooth and flexible progression through accessible, consistent, and coordinated services. [34] [35] [36] Each of the urgent psychiatric care programs we identified implemented elements of care continuity in unique and particular ways. All programs focused on the timeliness of care. Several programs aimed to improve accessibility of services by eliminating barriers associated with referral and scheduling (for example, enabling ED or PES staff to book urgent outpatient appointments directly), 19, 20 accepting referrals by phone and responding within 1 hour, 24 or offering walk-in services. 22 Some programs explicitly described efforts to liaise with other providers (for example, to promote informational continuity regarding the patient) through written assessment notes and discharge summaries 19, 22, 25 ; in other programs, this was not described, but may have been assumed. All programs discussed referrals for ongoing care, with a few programs particularly emphasizing engagement of a wide range of supports (for example, community agencies, peer support, housing and social services, the justice system, child protection, and schools), and monitoring to ensure successful referrals and connections. 24, 25, 29, 31, 32 
Outcomes of Urgent Psychiatric Care
The urgent psychiatric care programs identified in the literature have not been rigorously evaluated; with 2 exceptions, most studies reporting outcome data were noncontrolled pre-post or post-only designs, with limited ability to draw causal inferences regarding program effectiveness. Parker et al 19 used an interrupted time series study design, taking advantage of the Rapid Response Model program's introduction, withdrawal, and resumption at 2 different sites. Greenfield et al 17 conducted an RCT, in which on-call psychiatrists who saw suicidal adolescents in the hospital ED had access to the Rapid Response Outpatient Team if they were part of the intervention group, and did not if they were part of the usual care group.
Clinical Outcomes
Overall, programs reported improvements in clinical outcomes, including clinician-assessed mental health and psychosocial functioning 10 and various patient-reported clinical outcomes, including: improvements in levels of distress, 22, 27 self-efficacy, 27 mental health symptom severity, 10 
Health Services Use
The literature also reported improvements in patterns of health services access and use. Parker et al's 19 interrupted time series study found that the Rapid Response Model was associated with decreased referrals to on-call psychiatry and decreased overnight inpatient admissions. In Greenfield et al's 17 RCT, the rate of initial hospitalization was 11% for patients in the Rapid Response Outpatient Team intervention group, compared with 40% for the usual care group (P < 0.001). However, during a 6-month period of follow-up that recorded hospitalizations at the study hospital and nearby hospitals, there were no significant differences in the number of cumulative hospitalized days (5.4, compared with 5.5, days, P = 0.97). 18 In less rigorous post-only evaluations using patient and staff surveys, patients reported averted ED visits, 22 and ED staff and PES staff reported averted hospital admissions. 25 Anecdotally, The Ottawa Hospital reported that outpatient psychiatry wait times improved from 4 to 6 weeks to 12 days, on average, with a new program model that included the introduction of the Urgent Consultation Clinic. 10
Costs
Latimer et al 18 conducted a cost-effectiveness analysis for the RCT, comparing the Rapid Response Outpatient Team to usual care. Regarding the costs of resources that were covered by the study hospital, the average cost per patient during the 6-month follow-up period was Can$2114 for the intervention group, which was Can$1886 lower than the average cost per patient for the usual care group, but not statistically significant (P = 0.11). Regarding overall costs to the health care system (that is, including care at other hospitals, physician services, publicly insured medications and out-of-pocket health care expenditures), the average cost per patient for the intervention group was $10 785, which was $991 lower than the usual care group, which was also not statistically significant (P = 0.67). The difference in the study hospital and health care system costs was mainly because the intervention group's lower initial admission rate at the study hospital was offset by admissions at other hospitals.
Discussion
The findings of our literature review are limited by several potential sources of bias. The scope of urgent psychiatric services bounding our search strategy was subject to our own biases, as there is no consistent definition of urgent psychiatric services in the literature, and relevant studies may have been inadvertently excluded from the search strategy owing to heterogeneous nomenclature. Outcome evaluations lacked methodological rigour, compromising the ability to generate causal inferences about the effectiveness of programs or to disaggregate the effects of program components. Few published studies reported neutral outcomes, and no studies reported negative outcomes, suggesting publication bias. Finally, variation in programs, metrics, and reporting limited our review to a narrative approach. Nevertheless, in the absence of evidence-based practices and (or) widely accepted standards of care, our scoping literature review identifies common elements related to the structures and processes of care, and points to knowledge gaps for future inquiry.
Our findings point to a striking absence of evidence to guide the widespread practice of providing urgent psychiatric care. Programs may be born of necessity (for example, to combat the problems associated with delayed or absent aftercare post-acute presentation) and may be organized based on locally available human and other resources, lacking a firm foundation in evidence and evaluation to guide implementation and sustainability over time. The liberal propagation of urgent psychiatric care programs based on sparse evidence suggests that these programs may play an important role within the continuum of mental health services; however, it is vital that the evidence gaps in this area be addressed. One challenge in future evaluations will be to reconcile the need for high-quality studies that enable causal inferences (for example, RCTs) with the ethical issues involved in withholding what has already become usual care. Well-designed, quasi-experimental studies and comparative effectiveness research may aid in this endeavour.
According to the studies reviewed here, and consistent with the CPA 11 and APA 12 definitions, the target population for urgent psychiatric services is based on patient risks and vulnerabilities irrespective of diagnosis. Thus the urgent care population may be diagnostically heterogeneous with frequent comorbidity (including addictions and medical problems), at high risk of harm to themselves and (or) others, and vulnerable regarding socioeconomic status and relations. They may receive care from multiple health and social service providers and organizations concurrently and sequentially and thus have a high need for care continuity across service sectors and over time, yet they may also experience significant difficulty navigating the mental health system.
Unfortunately, there is a dearth of empirical evidence to determine clinically appropriate wait times for patients being discharged from the ED. The CPA's proposed benchmark of 2 weeks references referrals from primary care, not acute care settings. 11 In the United States, quality indicators for follow-up after acute care are geared toward discharged inpatients (for example, within 7 days for patients with schizophrenia, within 30 days for patients with depression). 37, 38 The hospital-based urgent care programs we reviewed have set targets in the range of 2 to 10 days, and those programs reporting actual wait times provided initial appointments within 6 to 12 days on average. None of the programs specifically examined whether their chosen wait times impacted on individual or health system outcomes.
Triage may fulfill key functions, not only in ensuring people are provided care in accordance with their level of risk and type of needs but also in ensuring program sustainability and coherence. [39] [40] [41] The APA recommends that triage must be accompanied by clear criteria by which a person could be referred to an alternative setting, as well as a process for ensuring care continuity and successful linkages. 12 The failure to more thoroughly explore interprofessionalism in the urgent psychiatric care context may represent a missed opportunity to address its inherent advantages and challenges. Interprofessional teams may generate more nuanced assessments of risks and needs, more accurate and useful formulations regarding the nature and precipitants of a person's crisis, and more effective tailoring of services to pragmatically support crisis resolution. The challenge lies in building the interpersonal processes, programmatic structures, and leadership support required for staff to work in modified or expanded scopes of practice that safely, flexibly, and comprehensively meet the needs of people in crisis.
Case management services were scarcely mentioned in the literature on urgent psychiatric services. This is surprising given the robust literature to support its effectiveness for frequent users of the ED 13,42-44 and for transitional care after inpatient discharge. 14, [45] [46] [47] [48] Case managers may play a key role in urgent psychiatric care programs, optimizing engagement through active outreach, and promoting connections in the community.
Urgent psychiatric care programs can promote care continuity at a critical juncture (for example, after an acute presentation to the ED) for people who lack necessary supports and who may have heightened difficulty navigating the mental health system. Indeed, this is a central objective of urgent psychiatric care programs, yet programs have adopted idiosyncratic approaches to achieving this aim. There appears to be little consistency in programs' eligibility criteria, response times, appointment accessibility, or treatment offerings. Moreover, problems with inaccessible, fragmented, and niche outpatient mental health services both fuel the need for urgent care (that is, crisis presentations) and pose a threat to the sustainability of urgent care as disposition can be challenging. Programs may feel obligated to extend urgent care for longer periods of time to ensure smooth transitions, yet may be unable to sustain the volume of care for people transitioning between crisis and longer-term services.
Solutions will require attention to the organization and delivery of both urgent and nonurgent ambulatory mental health care. For example, acute home treatment teams are a promising alternative to inpatient admission for people in crisis, 49 integrated or collaborative care models can improve access to nonurgent care, [50] [51] [52] and modifications to reimbursement models could support these evolving modes of practice. 53 As a starting point, we recommend a more data-driven approach to designing urgent psychiatric services, including identifying priority populations, establishing clinically appropriate wait times, rigorously evaluating outcomes, and drawing connections between specific processes of care and clinical and health system outcomes. There is a tendency to develop programs based on local health care structures and resources; a more evidence-based approach is needed to better meet the needs of people in crisis. 12
Conclusion
Urgent psychiatric services provide rapid access to multidisciplinary mental health care in an outpatient setting for people in crisis. These programs form an important part of the continuum of acute and ambulatory care, promoting care continuity and potentially reducing preventable use of acute care services. Thoughtfully structured and robustly staffed programs can care for complex, high-risk patients. However, the amount and quality of published literature evaluating urgent psychiatric services is exceedingly limited. The program components identified in this literature review suggest the basic building blocks for urgent psychiatric services, yet further research is needed to develop evidence-based standards of care.
